Background: Postoperative anastomotic leakage is a severe complication after gastric tube reconstruction during esophagectomy. The aim of this study was to evaluate the usefulness of postoperative endoscopic assessment of anastomosis and its correlation with intraoperative indocyanine green (ICG) fluorescence assessment of the gastric tube.
Methods:
We retrospectively reviewed 72 consecutive patients who underwent gastric tube reconstruction using the ICG fluorescence method during esophagectomy. Forty-six patients underwent the ICG line-marking method (LMM group; ICG before gastric tube creation). The other 26 underwent the conventional procedure and comprised the control group (ICG after gastric tube creation). Postoperative endoscopic assessment (PEA) of anastomosis was performed 7 days after surgery and results were classified as follows: grade 1 (normal or partial white coat), grade 2 (ulcer comprising less than half the circumference), and grade 3 (ulcer comprising more than half the circumference).
Results: Anastomotic leakage occurred in 7 of 72 patients (9.7%). The incidence of anastomotic leakage in the LMM group was tended to be lower than those in the control group (6.5% vs. 15.4%; P = 0.244). Of the 40 patients who underwent PEA, 3 (7.5%) had leakage. PEA grading was significantly associated with anastomotic leakage (P < 0.001). Better intraoperative ICG assessment was significantly associated with better endoscopic assessment grade (P = 0.041).
Conclusion:
Intraoperative ICG assessment of the gastric tube was associated with PEA grading on anastomosis during esophagectomy. Background: Elderly patients or those who have undergone surgery for head and neck cancer (HNC) have a potential risk of dysphagia, in addition, the latter has a considerable difficulty for surgery for the neck. Intrathoracic anastomosis is preferable to preserve swallowing function and reduce surgical risk, because the cervical procedure can be avoided. However, the stomach cannot be used as a substitute in gastrectomized patients; thus, securing graft blood supply is critical. Nevertheless, microvascular anastomosis cannot easily be added in procedures for intrathoracic posterior mediastinal reconstruction. We therefore designed a novel technique for esophageal reconstruction to enable both intrathoracic anastomosis and microvascular anastomosis simultaneously even in gastrectomized patients. The purpose of this study was to evaluate the usefulness and safety of this technique.
Methods:
Esophagectomy with mediastinal lymphadenectomy is performed through a right thoracotomy in the left decubitus position, and temporary chest closure is done after the esophagus is divided at the upper mediastinum with safe margin. Next, the patient is placed in the left half side-lying position, and the jejunal or ileocolic graft for reconstruction is created after removal of the remnant stomach in the supine position. Then, after the patient's position is changed to the left decubitus one and rethoracotomy is performed, the graft is pulled up through the anterior mediastinum, and is then passed into the right thoracic cavity via a small hole made in the anterior mediastinal pleura. The graft is then finally anastomosed with the remnant esophagus in the upper posterior mediastinum. Thereafter, microvascular anastomosis is performed in the retrosternal space through the skin incision in the supine position. Finally, the continuity of alimentary tract is completed.
Results:
This new reconstruction procedure was performed for 4 patients with no significant postoperative complications, good swallowing function postoperatively, and no retention of food in the graft. There was no in-hospital death.
Conclusion:
This novel trans-mediastinal reconstruction technique is a possible option in terms of enabling intrathoracic anastomosis and addition of microvascular anastomosis for highly selected gastrectomized patients with advanced age or a past history of HNC surgery. Background: Recurrent laryngeal nerve paralysis in esophagectomy is one of the most concerned complications. In recent years, intraoperative neurostimulation monitoring system (IONM) in thyroid surgery have been widespread for identification of recurrent laryngeal nerve and assessment of soundness. Therefore, IONM is often used during esophagectomy in Japan. In this study, we examined the efficacy of IONM in the patients undergoing esophagectomy.
Disclosure

Methods:
Of 66 patients underwent esophagectomy since April 2015 until December 2017, IONM used in 27 patients in the surgery for the examination of recurrent nerve paralysis. We retrospectively reviewed these cases for intraoperative findings, neurostimulation monitoring findings and their outcomes.
Results: Of 27 patients, 25 were male and two were female, and the median age at operation was 66 years old. Although IONM was used in cervical lymph node dissection, there were no vocal cord responses in 5 patients (left side in 4 and right side in 1) with stimulation of the vagus nerve. Because all patients had no vocal cord paralysis due to stimulation of the cervical recurrent laryngeal nerve, it was diagnosed that there was the recurrent laryngeal nerve injury due to thoracic para recurrent nerve lymph node dissection. IONM was able to facilitate the identification and preservation of cervical recurrent nerve in all patients. Three out of 5 patients with no vocal cord response by IONM were confirmed recurrent laryngeal nerve paralysis in postoperative endoscope. In patients with vocal cord paralysis by IONM, it was possible to carefully performed postoperative management. On the other hand, in patients without paralysis, extubation on the operation day seemed possible without the concern for aspiration.
Conclusion:
By using IONM in esophagectomy, we were able to evaluate the damage of the recurrent laryngeal nerve in real-time. Confirming the intraoperative recurrent nerve injuries is important for postoperative management or prediction of postoperative aspiration pneumonia. IONM in esophagectomy was useful not only in terms of surgical procedures but also in the evaluation of postoperative management.
